Preventive services are available for nine of the ten leading causes of death in the United States (1) . The Affordable Care Act (ACA) has reduced cost as a barrier to care by expanding access to insurance and requiring many health plans to cover certain recommended preventive services without copayments or deductibles (1) . To establish a baseline for the receipt of these services for monitoring the effects of the law after 2012, CDC analyzed responses from persons aged ≥18 years in the National Health Interview Survey (NHIS) for the years 2011 and 2012 combined. NHIS is an in-person interview administered annually to a nationally representative sample of the noninstitutionalized, U.S. civilian population. This report summarizes the findings for nine preventive services covered by the ACA. Having health insurance or a higher income was associated with higher rates of receiving these services, affirming findings of previous studies (2) . Securing health insurance coverage might be an important way to increase receipt of clinical preventive services, but insurance coverage is not sufficient to ensure that everyone is offered or uses clinical services proven to prevent disease. Greater awareness of ACA provisions among the public, public health professionals, partners, and health care providers might help increase the receipt of recommended services (3) .
The responses to questions about the receipt of nine clinical preventive services recommended by the U.S. Preventive Services Task Force (USPSTF) or the Advisory Committee on Immunization Practices (ACIP) were analyzed to identify receipt rates for the clinical services ( Table 1 ). The nine preventive services are among dozens of services for adults covered with no copayments or deductibles under certain health plans according to the ACA* † : 1)blood pressure screening, 2) cholesterol screening, 3) colon cancer screening, 4) diet counseling, 5) fasting blood glucose test (diabetes screening), 6) hepatitis A vaccination, 7) hepatitis B vaccination, 8) mammogram (breast cancer screening), and 9) Papanicolaou (Pap) test (cervical cancer screening). While clinical guidelines change over time (i.e., adjusting the recommended periodicity or risk factors for which the service is indicated), it is important to consistently monitor receipt rates for the underlying clinical services for accurate year-to-year comparisons. Asked annually since 2011, the NHIS survey questions used for this analysis are designed to consistently measure receipt of the services each survey year and to improve accuracy of responses by limiting recall of service receipt to 12 months where possible; for hepatitis A and B vaccinations, respondents were asked if they had ever received this service (Table 1) . Only 15 preventive services (these nine services and six others previously reported on in 2014 [4] ) are included in both the ACA's coverage requirements and the annual NHIS.
To increase sample sizes and improve the reliability of estimates for this analysis, NHIS data from the sample adult core questionnaires in 2011 and 2012 were combined. From within each family in each household identified, one adult (aged ≥18 years) was randomly selected to complete the questionnaire. § NHIS 2011 and 2012 adult core samples included 33,014 and 34,525 respondents, respectively, and the overall response rates were 66.3% and 61.2%.
Participants were asked whether they had health insurance at the time of the interview. They were considered uninsured if they reported currently not having private health insurance, Medicare, Medicaid, Children's Health Insurance Program, a state-sponsored or other government-sponsored health plan, or a military plan, or if they had only a private plan that paid for one type of service (e.g., injury or dental care) or had only Indian Health Service coverage. ¶ Multiple imputations were performed on family income to account for missing responses to income questions.** NHIS data were adjusted for nonresponse and weighted to provide national estimates of insurance status and receipt of preventive care; 95% confidence intervals were calculated that took into account the survey's multistage probability sample design. Generalized linear modeling and t-tests were used to calculate prevalence ratios and determine statistical significances of differences in receipt of preventive services between persons in three categories: 1) insured versus uninsured, 2) current family incomes >200% of the federal poverty level (FPL) † † versus current family incomes ≤200% of the FPL, and 3) any private health insurance versus only public coverage. Analysis for each service was restricted to persons of the age and sex for who receipt of that service is recommended (Table 1) .
For the nine services examined, prevalence of receipt of service in the queried timeframe was as follows: hepatitis A vaccination, 12.7%; colon cancer screening, 23.6%; diet counseling, 26.9%; hepatitis B vaccination, 38.8%; diabetes screening, 45.3%; cervical cancer screening, 59.4%; breast cancer screening, 61.6%; cholesterol screening, 70.0%; and blood pressure screening, 82.9% (Table 2) . A statistically significant higher percentage of adults with health insurance received each of nine clinical preventive services compared with those who were uninsured (Table 2 ). Among the nine services, the service receipt prevalence ratio for those with insurance compared with those without insurance ranged from 1.39 for hepatitis B vaccination to 3.13 for colon cancer screening (Table 2) .
Persons with family incomes >200% of the FPL received clinical preventive services at a statistically significant higher Abbreviation: Pap test = Papanicolaou test. * Source: USPSTF. † While the USPSTF currently recommends biennial mammography for women aged 50-74 years, the ACA coverage requirement includes women aged 40-74. § The current USPSTF recommendations for cervical cancer screening were released in March 2012, after much of the data for this study were collected. Prior to the 2012 update, the USPSTF recommended only triennial screening via Pap test. ¶ Four groups of persons are recommended for cholesterol screening at grade A and B: 1) men aged ≥35 years; 2) men aged 20-35 years at increased risk for coronary heart disease; 3) women aged ≥45 years at increased risk for coronary heart disease; and 4) women aged 20-45 years at increased risk for coronary heart disease. This report only includes data for men aged ≥35 years because it was not possible to estimate increased risk for coronary heart disease in the study population. * prevalence compared with those with incomes below that threshold for eight of nine services (all but hepatitis A vaccination) (Table 3) . Among those eight services, the service receipt prevalence ratio for those with family incomes >200% of the FPL compared with those with incomes ≤200% of the FPL ranged from 1.06 for hepatitis B vaccination to 1.43 for breast cancer screening (Table 3) . Persons with private health insurance received preventive services at a statistically significant higher prevalence for two of nine services, and at a lower prevalence for four of nine services, compared with those with only public insurance ( Table 4) .
Discussion
During 2011-2012, those with insurance or with higher incomes were more likely than those without coverage or with lower incomes, respectively, to have received nine preventive services during the identified time period. This supports previously published studies, including one that found prevalence ratios in the range of 1-3 for those with insurance receiving preventive services in the prior year compared with those without coverage (2, 4) .
This report could serve as a baseline for tracking the effects of some of the ACA's preventive care provisions that might occur after 2012. Since the ACA began to require certain plans to cover clinical preventive services as early as September 2010, the data from the 2011-2012 study period might include some of the early impact of the law. Any early impact included might be limited for several reasons: 1) a high number of persons remained uninsured during 2011-2012; 2) there was little awareness of the preventive care provisions of the new law; and 3) many plans were not yet subject to the preventive services provisions because of grandfathering and other factors (1, (5) (6) (7) . Monitoring the trend of service receipt rates over time could provide insight into how the service receipt gaps relating to income and insurance status might change as more persons gain coverage that includes the ACA's preventive service coverage requirements.
The findings in this report are subject to at least six limitations. First, receipt of preventive services was self-reported and might be subject to recall bias, particularly for lifetime receipt of services like vaccinations that are routinely administered to young children rather than adults. Second, inferences from these results are limited by differences in time between when the questions were asked and when the services were received. For example, NHIS identifies whether the respondent is insured at the time of interview; however, depending on the service, NHIS asks whether the respondent received preventive care in the last 12 months, or ever during their lifetime. Currently uninsured respondents might have received preventive care during a time when they had insurance, or vice versa. Third, some of the services might have been received as diagnostic measures instead of for prevention. Fourth, the results of this analysis identify the rates of service receipt during the 12 months before interview, or ever in life, but cannot be seen as measures of adherence to guidelines because of differences between the annual survey questions and the official recommendation for these nine services. Fifth, this cross-sectional analysis does not demonstrate causation and does not include other possible confounders that might be associated with service receipt rates. For example, those with higher incomes might also be more likely to have health insurance, and vice versa. Finally, NHIS is limited to noninstitutionalized civilians, excluding certain populations (e.g., the institutionalized and the military) that might be especially likely to receive recommended preventive services. All new private health plans, alternative benefit plans for the newly Medicaid eligible, and Medicare now provide coverage with no copayments or deductibles for many recommended clinical preventive services as part of the ACA (1). These provisions might have the greatest impact for higher-cost services like certain colorectal cancer screening methods. Of the nine services examined, colon cancer screening had the highest service receipt prevalence ratio, 3.13, for those with insurance compared with those without insurance. While insurance coverage is not the only barrier to receiving services, efforts to increase enrollment and coverage retention could help increase receipt of preventive services and reduce avoidable complications from illness, long-term health care costs, and premature deaths (8) .
